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Background: The aim of this analysis was to examine associations between lung health in child-
hood and mortality between ages 18 and 44 years in the Tasmanian Longitudinal Health Study
(TAHS).
Methods: The 1961 Tasmanian birth cohort who attended school in 1968 (nZ 8583) were
linked to the Australian National Death Index (NDI) to identify deaths. Additional deaths were
notified by families through a 37 year follow-up postal questionnaire. Information on lung
health at age 7 years and on potential confounders was obtained from the original 1968 TAHS
survey and school medical records. Cox proportional hazards modelling was used to assess
determinants of mortality.
Results: A total of 264 (3%) deaths were identified. The principal causes of death were external
injury (56.1%, nZ 97) and cancer (17.9%, nZ 31). Males were more likely than females to have
died (pZ<0.1). Only two (1.1%) participants had died from respiratory conditions. Having an
FEV1< 80% predicted at 7 years of age was associated with a 2-fold increased incidence of
death. Tonsillectomy before age 7 years was associated with a 1.5-fold increase in mortality
(pZ 0.05); being male with a 3.6-fold increase in mortality (pZ 0.0001); and repeated chest
illnesses at age 7 years causing >30 days confinement in the last year, was associated with
a 2.2-fold increase in mortality (pZ 0.03).
Conclusions: Childhood lung health appears to be associated with increased mortality in adult-
hood,perhapsbyaffectingtheability tosurvive trauma,major illnessesandotherphysical stresses.
ª 2009 Published by Elsevier Ltd.8344 0737; fax: þ61 3 9349 5815.
elb.edu.au (S.C. Dharmage).
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Early lung health and mortality in middle-age 809Introduction attending a school in Tasmania completed a questionnaireLung health in early life has been shown to influence
morbidity in adulthood.1 However, links between lung
health in childhood and premature mortality up to middle
age remain unclear.
Population-based prospective cohort studies have
predominantly focused on impaired lung function in middle
aged adults and all cause-mortality.2 It has been demon-
strated that impaired lung function in adults without exist-
ing lung disease, such as decline in FEV1 (forced expiratory
volume in 1 s)3 and diffusing capacity,4 is a risk marker for
early mortality in middle age from a wide range of diseases.
Similarly, studies examining the risk of death for adults with
established respiratory disease have found that the survival
from chronic obstructive pulmonary disease (COPD) and lung
cancer is worse for those with adult asthma.5
Childhood lung health and premature death in young to
middle aged adults has received less research attention.
Population-based prospective longitudinal studies that span
from childhood to adulthood, and include measurements of
lung health and lung function, are required to accurately
investigate this association. There is increasing evidence
that, to provide valid inference, such associations should be
examined while controlling for potential confounders
operating in childhood such as gender, socio-economic
status, parental occupations, and rural residence, which
are known to influence adult mortality.6
The three most important studies assessing connections
between early lung health and health outcomes in later
adult life are: the National Child Development Study (NCDS)
in the United Kingdom, the Tasmanian Longitudinal Health
Study (TAHS) and the Melbourne Epidemiological Study
(MES) of childhood asthma.7e9 TAHS recruited a total pop-
ulation-based birth cohort from a single island state of
Australia and was specifically designed to assess the respi-
ratory health of children who were born in 1961 and
attending school in Tasmania at age 7 years. In 1968,
baseline characteristics were collected including lung
function, general lung health, allergic diseases, having
a tonsillectomy (as a marker for upper respiratory tract
disease), and parental smoking. Since then four follow-up
surveys have been undertaken, two of which were clinical
sub-studies including repeat lung function testing.10e13
We have completed a 37-year follow-up of TAHS partici-
pants, who are now middle-aged. During the tracing process
for this follow-up we linked the TAHS cohort to the National
Death Index (NDI). This linkage provided an opportunity to
investigate childhood lung health and subsequent mortality
into middle-age. As the NDI was only established in 1980,
there was a lack of comprehensive death records for
Australia prior to this time. Our analysis, therefore, is
limited to examining associations between early lung health
and the risk of mortality from age 18 to 44 years.
Methods
Study population
The TAHS commenced in 1968 when parents of a cohort of
8583 Tasmanian children (participants) born in 1961 andon the respiratory health of their children. These children
also had medical examinations and lung function measure-
ments. Subsequently four follow-up surveys have been
carried out at the ages of 13 (in 1974), 20 (in 1981), 31 (in
1992) and 44 years (in 2004) on either the total or sub-groups
of the participants. The methodology and some results of
previous surveys have been reported elsewhere.14 The 37
year follow-up of the TAHS participants started in 2001 and
has involved tracing the original participants from 1968. Of
the participants 7312 (85.2%) were traced to an address and
sent a detailed respiratory questionnaire. The methodology
of tracing participants has been reported elsewhere.15 Of
these, 78.4% (nZ 5729) returned the questionnaire.
National Death Index Matching
The NDI contains death records for Australia since 1 January
1980, when participants were 18 years old. NDI linkage was
carried out by the Australian Institute of Health and
Welfare (AIHW) using first name, middle name or initial,
surname, date of birth and gender. Probabilistic linkage
rules were used where multiple passes grouped the data
based on various characteristics and applied a weighting for
the type of match. The linkage factored in minor alterna-
tives of spelling and phonetic variations of names. All
possible matches and their weights were reviewed and the
most likely match decided. Data received from the NDI
included each deceased participant’s name, date of birth,
date of death and underlying cause of death (COD) if
available. Other deaths not recorded by the NDI were
notified by families as a result of direct contact through the
follow-up postal questionnaire.
Exposures, confounders and definitions
Data on exposures and confounders were extracted from
the multiple TAHS follow up surveys and the school medical
records which were retrieved from the Tasmanian Archive
Office. Lung function (FEV1 and FVC [forced vital capacity])
was measured in the 1968 clinical assessment with a wedge
bellows spirometer (Vitalograph Limited, Maids Moreton,
UK). FEV1/FVC ratio was computed using raw FEV1 and FVC
values. Predicted values for FEV1 and FVC were calculated
from height and gender using equations by Zapletal et al.16
Impaired lung function at age seven years was defined in
two ways; (1) as an FEV1 less than 80% of predicted and
(2) as an FEV1/FVC ratio less than 75%.
Tonsillectomy was ascertained from the 1968 question-
naire by an affirmative response to the question ‘Has he/
she had the tonsil removed’?
Tonsillitis in the last 12 months was defined by the
question ‘Has he/she had more than 2 sore throats or
attacks of tonsillitis in the past 12 months’?
Food allergies was defined by ‘Have you been told by
a doctor that he/she is allergic to any foods or medicines’?
Asthma in 1968 was defined by an affirmative response
to the question ‘Has he/she at any time in his/her life
suffered from attacks of asthma or wheezy breathing’?
Bronchitis in 1968 was defined by an affirmative
response to the question ‘Has he/she at any time in his/her
810 D. Me´sza´ros et al.life suffered from attacks of bronchitis or attacks of cough
with sputum (phlegm) in the chest (‘‘loose’’ or rattly’’
cough)’?
Pneumonia/ pleurisy in 1968 was defined by an affir-
mative response to the question ‘Have you ever been told
by a doctor that he/she had pneumonia or pleurisy’?
Hay fever in 1968 was defined from by an affirmative
answer to the question ‘Does he/she get attacks of ‘‘hay
fever’’ (that is, sneezing, running or blocked nose, some-
times with itchy eyes or nose)’?
Repeated chest illness over the last 12 months was
ascertained from the 1968 questionnaire by the question
‘For how much time in the last 12 months has the child been
confined to the house because of chest illness?, with
parents giving one of the following responses ‘not at all’,
‘1e7 days’, ‘8e30 days’, or ‘>30 days’.
Maternal and paternal smoking was ascertained from the
1968 questionnaire with an affirmative response to the
question ‘‘Do you smoke every day (six out of seven)?’’.
Smoking intensity was defined by one of the following
response to the question ‘‘How much do you smoke’?, ‘Less
than 6 cigarettes a day’, ‘6e20 cigarettes a day’, and ‘more
than 20 cigarettes’.
Region of Residence at age 7 years was defined using
postcodes of the school the child was attending in 1968.
These postcodes were grouped into three regions,
(1) South, (2) North, and (3) North-West, as the regional
centres of the three discrete population areas in Tasmania.
In addition, the paternal and maternal occupational
class in 1968 was extracted from the archived school
medical records available for each child. This was used as
a measure of socio-economic status (SES) and coded
according to the Australian Standard Classification of
Occupations (ASCO) four-digit codes.17 For paternal occu-
pation these codes were then grouped into four major skill
groups: (1) Managers/Professionals; (2) Tradespersons and
Advanced Clerical; (3) Intermediate clerical and produc-
tion; (4) Elementary clerical, labourers and related
workers. The majority of women were classified as ‘‘house
duties’’ and the classifications for maternal occupation
were (1) Housewife; (2) Professional; (3) Tradespersons and
other workers.Statistical analyses
The significance of the univariate associations between
vital status and selected characteristics were evaluated
using chi-square tests and by computing crude risk ratios
(RR) and corresponding 95% confidence intervals (CI).
Multiple logistic regression was conducted to examine the
independent associations between these childhood factors
and death beyond the age of 18 years. Selected variables
were included in this multivariate model if they were
significant at p 0.1 in the univariate analysis.
Mortality was estimated by dividing the number of deaths
by the total number of person-years at risk, from the
commencement of the NDI to the age of death for deceased
subjects, or to the age at the time of the NDI linkage for non-
deceased subjects. To study the associations between
mortality and risk factors, Cox proportional hazards models
were fitted using the age at death as the dependentvariable. The variables included in the model were gender,
parental smoking (father and mother separately), region of
residence at age 7 years, tonsillectomy and FEV1< 80%
predicted in 1968 as potential predictors of mortality.
Results are presented as hazard ratios (HRs) with 95% CIs. All
tests were two tailed and, following convention, p< 0.05
was considered to be the threshold for statistical signifi-
cance. All analyses were performed using Stata (StataCorp.
Stata Statistical Software, Release 9 College Station, TX).
Ethical considerations
The study was approved by the Human Research Ethics
Committees at the Universities of Tasmania and Melbourne
and Australian Institute of Health and Welfare.
Results
A total of 264 participants were found to have died. The NDI
identified 211, with the remaining 53 identified by family
members. Age at death was available for 211 participants,
with a mean of 32.9 years (SD 8.6). Underlying cause of
death was available for 173 participants. The principal
cause of death was external trauma (56.1%, nZ 97).
Cancer (17.9%, nZ 31) and circulatory system diseases
(9.8%, nZ 17) were the next most common causes of
death. Only two (1.1%) participants died from respiratory
conditions (pulmonary sepsis) (Fig. 1). Forty of these 173
participants had a tonsillectomy, and the principal cause of
death for these individuals was cancer (14.5%, nZ 25),
followed by endocrine disorders (5.7%, nZ 10), mental and
respiratory disorders (1.4%, nZ 2)
Table 1 shows that being male, having repeated chest
illness causing >30 days confinement over a 12 month
period, maternal smoking and having a tonsillectomy by age
7 years were associated with an increased risk of death..
There were also modest associations with the region of
residence (those living in the Burnie region of NW Tasmania
having the greatest risk) and maternal occupational class in
1968 (all p< 0.1). No other characteristics (i.e. food aller-
gies, asthma, bronchitis, hay fever or father smoking) were
found to be associated with an increased risk of death.
Table 2 shows factors associated with an increased
incidence of death. The multivariate analysis found
a significant 2.4-fold increased incidence of death in chil-
dren with an FEV1< 80% predicted at age 7. Tonsillectomy
before age 7 years was associated with a 1.5-fold increased
mortality (pZ 0.046); being male with a 3.7-fold increased
mortality (pZ 0.0001); and repeated chest illness by age 7
years causing >30 days confinement in the last year, with
2.2-fold increased mortality (pZ 0.027).
Discussion
We observed being male, having airflow limitation and
having a tonsillectomy before the age of 7 years to be
strongly associated with an increased risk of premature
adult death in a cohort of followed from the age of 7 years
to middle age. Furthermore, having low lung function at
age 7, a mother who smoked and having severe repeated
Figure 1 Cause specific mortality of the 173 deceased participants for whom cause of death was available.
Early lung health and mortality in middle-age 811childhood chest illness by age 7 were also implicated, but
a history of asthma and other allergic diseases were not
related to mortality.
The principal COD was external injury, followed by
malignant neoplasms and diseases of the circulatory
system. Only two participants died from diseases of the
respiratory system. Australian Bureau of Statistics (ABS)
data confirm that the relative contribution of various
underlying causes of death differs with age, and nationally
the most common COD for the age groups 15e24 years and
25e44 years were identical to the causes of mortality for
our cohort.18 The mean age of death for our participants
was 32.9 years, so trauma would be expected to be the
leading COD. We did not expect chronic respiratory
diseases (such as emphysema and COPD) to be a significant
COD up to this age, as they are relatively uncommon in
younger age groups.
It is known that airway obstruction and impaired FEV1 in
adults are risk factors for mortality from a variety of
diseases.19 We observed an FEV1< 80% predicted at the age
of 7 years to be independently associated with an increased
risk of death. An FEV1 less than 80% is a measure of airflow
limitation due to airway obstruction. We do not have adult
measurements for these individuals, but we presume that
lung function would also have been relatively impaired in
adulthood. There is limited information on paediatric lung
function and its association with ventilatory impairment
and mortality in adulthood.20 Burrows et al.21 suggested
that lower FEV1/FVC ratio in childhood indicated an
underlying respiratory illness, which could increase
susceptibility to the adverse effects of a variety of bron-
chial irritants and infectious agents.
It has also been found that the relative risk of all cause
mortality in adults increased with the number of respira-
tory symptoms reported.22 Our data suggest that this
increased risk starts early in life. Repeated and prolonged
childhood chest illness was associated with mortality andthis association was independent of lung function at age 7.
The reasons for this association could be multifactorial and
unfortunately we do not have more detailed information on
the exact nature of these chest illnesses.
As the principal COD was external injury, it is possible
that poor lung function may impair the ability to survive
trauma. What is unclear is whether it is the incidence or
type of trauma that was different in these individuals or
their ability for survival. It is known that having a pre-
existing disease can affect post-operative complications,
inability to survive prolonged lengths of stay in hospital,
and mortality.23 Published data on the incidence of risk
factors and their effects in trauma patients, have failed to
examine the possible link between trauma and impaired
lung function, particularly in middle-aged adults.
Another finding was that having had a tonsillectomy by
the age of 7 years was associated with an increased risk of
death. Tonsillectomy is an indicator of chronic and
recurrent tonsillitis and pharyngitis as well as failure of
antibiotic treatment for tonsillitis. A large number of
participants in our cohort had a tonsillectomy as they
were born at a time when tonsillectomies were a very
common procedure performed on children. In a study
undertaken by Witucki24 the great majority of tonsillec-
tomies performed between 1961 and 1985 were on chil-
dren aged 3e7 years, and the rate of tonsillectomies
performed during this time frame reduced by 32% (from
14.5 to 9.8 for 10,000). Specific long-term follow-up
studies of the consequences of tonsillectomies are lack-
ing, but several population-based studies have attempted
to assess the long-term health outcomes for patients who
underwent a tonsillectomy in childhood. They suffered
more respiratory tract infections,25 and increased risk of
Hodgkin’s disease and lymphocytic (but not myeloid)
leukaemia in adulthood.
It would seem that tonsillectomy may have permanent
adverse effects on the immune system. Alternatively, the
Table 1 Selected respiratory and other characteristics at age 7 years by vital status, with crude and adjusted risk ratios
comparing those who were deceased to those who were not.
Alive
nZ 8321 (%)
Deceased
nZ 264 (%)
Unadjusted risk
ratios (95% CI)
Adjusteda risk
ratios (95% CI)
Sex e male 4122 (49.5) 195 (73.9) 2.70 (2.06,3.54)* 3.07 (2.19,4.31)
Tonsillectomy 1238 (15.3) 50 (19.2) 1.30 (0.96,1.76)* 1.42 (1.00,2.03)
Tonsillitis in the last 12 months 1843 (23.6) 65 (26.0) 1.13 (0.86,1.49) e
Food Allergies 547 (6.8) 23 (8.9) 1.33 (0.87,2.02) e
Asthma in 1968 1348 (16.7) 51 (19.8) 1.22 (0.91,1.65) e
Bronchitis 3831 (47.4) 129 (49.8) 1.10 (0.86,1.39) e
Pneumonia/ pleurisy 1968 6856 (85.8) 214 (83.3) 1.21 (0.87,1.67) e
Hayfever 1026 (12.8) 35 (13.6) 1.07 (0.75,1.52) e
Repeated chest illness over last 12 months
Confined to house e not at all 5166 (65.3) 155 (62.3) 1.0 1.0
Confined to house e 1e7 days 2012 (25.4) 63 (25.3) 1.04 (0.78,1.39) 0.92 (0.64,1.34)
Confined to house e 8e30 days 528 (6.7) 16 (6.4) 1.01 (0.61,1.68) 0.82 (0.42,1.60)
Confined to house e >30 days 202 (2.6) 15 (6.0) 2.37 (1.42,3.96)* 2.06 (1.12,3.80)
FEV1/FVC less
than 75% at 7 yrs
108 (1.3) 6 (2.3) 1.73 (0.78,3.80) e
FEV1 less than 80% at 7 yrs 226 (2.7) 13 (4.9) 1.81 (1.05,3.11) 1.98 (1.04,3.75)
Mother smoking e yes 2925 (37.6) 108 (43.4) 1.26 (0.99,1.62)* 1.30 (0.97,1.75)
Mother smoking intensity
(1) None 4863 (62.6) 141 (56.6) 1.0 e
(2) Less
than 6 cigarettes a day
501 (6.5) 20 (8.0) 1.36 (0.86,2.16)
(3) 6e20 Cigarettes a day 1946 (25.1) 71 (28.5) 1.25 (0.94,1.65)
(4) More
than 20 cigarettes
457 (5.9) 17 (6.8) 1.27 (0.78,2.09)
Father smoking e yes 4665 (61.4) 154 (63.1) 1.07 (0.83,1.39)* 0.94 (0.70,1.75)
Father smoking intensity
(1) None 2930 (39.6) 90 (38.3) 1.0 e
(2) Less
than 6 cigarettes a day
1542 (20.8) 53 (22.6) 1.09 (0.78,1.52)
(3) 6e20 cigarettes a day 2670 (36.1) 89 (37.9) 1.07 (0.81,1.43)
(4) More
than 20 cigarettes
256 (3.5) 3 (1.3) 0.35 (0.11,1.11)
Region of residence at age 7
(1) Hobart 3696 (45.1) 104 (41.3) 1.0 1.0
(2) Launceston 2329 (28.4) 66 (26.2) 1.01 (0.74,1.36) 0.95 (0.67,1.35)
(3) Burnie 2169 (26.5) 82 (32.5) 1.33 (1.00,1.77)* 1.17 (0.83,1.66)
Father occupational class in 1968
Managers/Professionals 2126 (27.4) 57 (24.5) 1.0 1.0
Tradespersons/Advanced Clerical 2297 (29.6) 72 (30.9) 1.16 (0.83,1.64) 1.26 (0.86,1.85)
Inter clerical & production 2209 (28.5) 68 (29.2) 1.14 (0.81,1.62) 1.10 (0.74,1.64)
Elementary Clerical & Labourers 1122 (14.5) 36 (15.5) 1.19 (0.79,1.80) 1.26 (0.78,2.05)
Mother occupational
class in 1968
Housewife 6721 (91.7) 195 (88.2) 1.0 1.0
Professional 276 (3.8) 14 (6.3) 1.71 (1.01,2.91)* 1.63 (0.92,2.87)
Tradespersons & other workers 330 (4.5) 12 (5.4) 1.24 (0.70,2.21) 1.38 (0.74,2.59)
*p< 0.1.
a Mutually adjusted for all variables in the table with a p value< 0.1.
812 D. Me´sza´ros et al.need for a tonsillectomy may identify a group of already
immunocompromised individuals who were susceptible to
developing respiratory infections. Certainly TAHS subjects
who had undergone a tonsillectomy reported higherfrequencies of other infections (data not shown). Another
possibility is that tonsillectomy is a marker of some other
health issue which we have not measured. Whatever the
precise link, tonsillectomy (like chest illness and impaired
Table 2 Mortality and hazard ratios by selected respiratory and other characteristics.
Characteristic Person-years Deaths Mortality per /1000/yr
(95% CI)
HR (95%CI) p Value
Male 190,168 162 0.85 (0.73, 0.99) 3.75 (2.53, 5.56) 0.0001
Female 182,464 47 0.26 (0.19, 0.34) 1.0
Tonsillectomy at age 7
Yes 57,232 43 0.75 (0.56, 1.01) 1.50 (1.01, 2.23) 0.05
No 313,347 165 0.53 (0.45, 0.61) 1.0
FEV1 less than 80% at 7 yrs
Yes 10,328.68 11 1.06 (0.59, 1.92) 2.38 (1.21, 4.69) 0.01
No 362,304.70 198 0.55 (0.48, 0.63) 1.0
Mother smoking
Yes 134,495 85 0.63 (0.51, 0.78) 1.26(0.90,1.76) 0.18
No 222,690 112 0.50 (0.42, 0.61) 1.0
Father smoking
Yes 214,005 121 0.57 (0.47, 0.68) 0.96 (0.68, 1.35) 0.81
No 134,364 73 0.54 (0.43, 0.68) 1.0
Repeated chest
illness over last 12 months
Confined to house e not at all 236,824 128 0.54 (0.45, 0.64) 1.0
Confined to house e 1e7 days 92,167 51 0.55 (0.42, 0.73) 1.01 (0.70, 1.46) 0.97
Confined to house e 8e30 days 24,100 10 0.41 (0.22, 0.77) 0.83 (0.42, 1.65) 0.60
Confined to house e >30 days 9497 11 1.16 (0.64, 2.09) 2.17 (1.09, 4.32) 0.03
Region
(1) South 166,117 82 0.49 (0.40, 0.61) 1.0
(2) North 103,461 53 0.51 (0.39, 0.67) 0.98 (0.66, 1.46) 0.94
(3) North West 97,206 66 0.68 (0.53, 0.86) 1.27 (0.86, 1.87) 0.23
Adjusted for gender, maternal smoking, region of residence, tonsillectomy by age 7, FEV1< 80% at age 7, father’s and mother’s
occupational class in 1968.
Early lung health and mortality in middle-age 813lung function) may be highlighting a group less able to cope
with trauma or other severe physiological stress and its
consequences such as intubation and infection.
An alternative explanation for the association between
tonsillectomy, low FEV1 and survival may be related to
residual confounding due to socioeconomic status (SES).
Our measures of SES were limited to relatively crude
measures of parental occupational class, and region of
residence. We did not have any information on parental
education, maternal diet, smoking during pregnancy,
housing, diet in childhood or income levels in 1968. The
Australian Bureau of Statistics now produces a socioeco-
nomic status index based on postcode of residence, but no
index was available for 1968. While we acknowledge some
limitations in our measures of SES, the association between
mortality, low FEV1 and tonsillectomy strengthened after
adjusting for the SES measures we had available suggesting
that there was negative confounding by these SES
measures. These results are consistent with other published
studies.26
We have confirmed that our tracing of deceased indi-
viduals was likely to be comprehensive using NDI linkage
and through family contact with the 37 year follow-up
postal questionnaire. The potential for selection bias in this
study would have been small given the excellent partici-
pation achieved in the 1968 study The NDI has been iden-
tified as an accurate and sensitive database. Nagle et al.27and Magliano et al.28 found that the NDI had a sensitivity of
93% and specificity of 100%. In spite of this we were
surprised to find fifty three participants (20% of deaths) who
were not listed in the NDI. These individuals were identified
though family members while conducting the TAS 37 year
follow-up postal survey. The AIHW estimates that approxi-
mately 1% of deaths will not be recorded in the National
Death Index, but we found this to be much higher in our
cohort. In some instances, after a notification of death, the
registrars of Births Deaths and Marriages (BDM) do not
receive enough information to fully complete a death
certificate. Consequently, they delay sending the informa-
tion to the AIHW until they have obtained the missing
details. This seemed to be a particular problem with
Coroners’ cases which would have predominated in these
young traumatic deaths. Deaths that occurred overseas
would also have been missed. There were also limitations
to the causes of death analysis as only 173 participants had
a recorded cause of death in the NDI. Two rounds of linkage
to the NDI at different times (December 2002 and May 2006)
obtained the same number of deaths in each disease
category. Unfortunately, in some instances the COD is not
recorded on the NDI. This is especially the case for Coro-
ners’ cases where an underlying cause of death was not
always able to be determined.
There may have been a potential for selection bias in
this study because of missing data, particularly those
814 D. Me´sza´ros et al.relating to lung function. Access to Tasmanian death
records to find the missing data was not possible due to
restrictions in access to recent records. However we
believe that respiratory diseases like Cystic Fibrosis would
not have been a significant contributor to deaths after the
age of 21, because it is unlikely that such individuals would
have survived beyond childhood in this cohort.
Since the National Death Index was established only in
1980, we were only able to examine the association
between early lung health and the risk of death from 18 to
44 years of age. Deaths in the age group between 7-17 years
would be expected to include those attributable to lethal
childhood conditions e.g. inborn errors of metabolism,
congenital malformations, but these were not of primary
interest to our study. We were unable to examine adult lung
function and compare it with childhood lung function in this
analysis because lung function data from the TAHS 1974 and
1981 clinical sub-study were only undertaken when the
probands were 13 and 20 years of age, respectively. In
addition, lung function data from the 1981 sub-study were
only available for 250 subjects.
In conclusion, low FEV1 in childhood is associated with
subsequent mortality in adulthood, although the mecha-
nism is unclear. Airway obstruction at age 7 years was
associated with a 2-fold increased risk of death. Whilst
further large-scale longitudinal studies are required to
investigate this issue more extensively, the findings from
our study suggest that routine screening of lung function
could be considered as part of health and risk assessment of
children. Parental smoking had a long lasting negative
effect, as may also be the case for severe childhood chest
illness, and both need to be considered during prognostic
risk assessment for severely ill young adults.
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